Bacterial orbital cellulitis may endanger sight as well as life. Its primary cause is an extension of pathogens from infected paranasal sinuses (Smith and Spencer, 1948; Haynes and Carmblett, 1967; Jarret and Gutman, 1969; Chandler et al., 1970) . Thus, the organisms commonly responsible for sinus infection, Staphylococcus aureus and Streptococcus species, are the most common aetiological agents involved in orbital cellulitis (Haynes et al., 1967; Jarret et al., 1969) . Treatment is based on intensive antibiotic therapy with adjunctive surgical intervention. This report describes a case of orbital cellulitis caused by an unusual bacterial organism that was successfully treated in that way.
Case report
A 19-year-old white man was referred to the University of Illinois Eye and Ear Infirmary after a 2-day history of progressive pain, swelling, and redness of his left upper and lower eye lids. The patient had sought medical attention the day before admission, and had received 300 mg clindamycin phosphate intramuscularly. The patient reported a 5-year history of intermittent sinus infections that had been treated with oral ampicillin sulphate. Two weeks before the onset of the present symptoms the patient had used ampicillin sulphate for a coldlike illness characterised by running nose and low fever. He denied trauma or previous ocular surgery.
Physical examination at the time of admission revealed severe swelling of the left upper and lower Crepitation of the left ethmoidal area was found. The remainder of the physical examination was within normal limits. Sinus x-ray films obtained on admission ( Fig. 1) showed clouding of the ethmoid and maxillary sinuses. A Gram stain of nasal secretion revealed no organisms. The leukocyte count was 10 500/mm3 x 109/l) with a marked left shift. The patient was started on a regimen of intravenous methicillin sodium, 2 g every 4 hours, which was alternated with 3 million units of intravenous penicillin every 4 hours. Twelve hours after admission his condition had not improved, and an external and internal ethmoidectomy and maxillary antrostomy were performed.
A curved incision 4 cm long was made above the medial canthus, laterally along the nasal bridge, and extended to the supraorbital rim below the level of the eyebrow. (Hill et al., 1970) . Staphylococcus epidermidis was also isolated.
On the basis of the antibiotic sensitivity studies the patient was given 4 million units of intravenous penicillin every 6 hours, and the methicillin sodium was discontinued. By the fourth postoperative day he had regained full motility. No evidence of proptosis or conjunctival chemosis was noted. Minimal eyelid oedema persisted, but was not visible after 2 weeks of antibiotic therapy, after which the patient was discharged.
Discussion
Eikenella corrodens, a facultive Gram-negative rod, has only recently been implicated as a human pathogen. To our knowledge this organism has never been isolated from ocular tissue, though it has been reported from numerous and diverse clinical sources (Zinner et al., 1973 ).
This organism has been isolated in 16 of 64 positive blood cultures from 100 patients taken 1 minute after tooth extraction (Khairat, 1967) . In a series of 6 children it was detected in subdural empyema and brain abscess secondary to frontal sinus infection (Marsden and Hyde, 1971) . Additional infections noted in the latter series included abdominal abscess, otitis media, and a reaction from a human bite. The organism was isolated in pure culture in 17 cases of infected frontal sinuses, wounds, and peritoneal fluid, and in mixed flora from abscesses and sputum (Bottone et al., 1973) .
The most recent report describes 7 of 10 cases in which Eikenella corrodens was isolated in pure culture from abdominal abscess, lung empyema, meningitis, and endocarditis (Dorff et al., 1974 
